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Cumulative Patient Profile
SUMMARY
Traditional record-keeping in family
practice, based on the model of hospital
charts, gives rise to some serious problems,
illustrated in this article by a patient with an
allergy to penicillin. The "cumulative
patient profile," which separates pertinent
information in the history from the
continually updated information on short-
term problems, can prevent repetitive
history-taking and can make information
easily accessible to busy physicians. (Can
Fam Physician 1989; 35:1259-1261.)

RESUME
La fason traditionnelle de tenir les dossiers en
pratique familiale, basee sur le modele des dossiers
hospitaliers, souleve de serieux problemes, comme
celui qu'illustre cet article portant sur un patient
allergique a la penicilline. Le oprofil cumulatif du
patient>>, qui separe les renseignements pertinents a
l'histoire de ceux qui sont continuellement tenus a
jour sur les problemes de courte duree, peut
dispenser de refaire l'histoire et peut rendre les
renseignements facilement accessibles aux medecins
fort occupes.
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A BIG PROBLEM with the family
practice record is the recording

of data base information: the past,
family, drug, allergic, and social his-
tory. Undergraduate training can hin-
der more than it helps because it
teaches from the model of the hospi-
tal chart, which is inappropriate for
family practice because it relies on
short-term memory. When patients
are admitted to hospital, their past,
family, drug, allergic, and social data
base information is recorded on the
same page as the presenting com-
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plaint, a useful practice because the
history and results of physical exami-
nation are likely to be reviewed al-
most daily during the (usually) short
hospital stay.

In family practice, however, the
patient visits may be separated by
long intervals and may involve many
problems over many years, so that
the information in the data base tends
to disappear under a multitude of
progress notes. This leads to over-
sights or wasteful repetition of histo-
ry-taking.
The following is an example of

what may result.

Case Illustration
One day a long-time patient who

had a feverish cough visited his family
physician. After examination and di-
agnosis, the physician was politely in-
terrupted in the act of writing a peni-
cillin prescription by the words,

"Excuse me, Doctor. Can I have my
chart for a minute?"
Taking the chart and a red pencil

from the physician's desk, he wrote in
block letters across the chart cover:
ALLERGIC TO PENICILLIN!
He then tactfully went on to re-

mind his physician how, on two occa-
sions during his 18 years of attending
the practice, an unpleasantly severe
crop of hives had followed a single
oral dose of penicillin. Review of the
chart showed the progress notes writ-
ten 14, and again six years earlier,
had recorded these reactions.

This story illustrates several les-
sons, listed below, on taking patient
history.
* Some clinical decisions need back-
ground information on past, family,
drugs, allergic, or social history.
* This background information must
be obtained and then recorded in a
way that permits easy retrieval.
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* If such information is recorded with
progress notes, following the model
of hospital-type charts, it tends to be-
come lost over time and to require
wasteful repetition.
* This information should be located
beside the progress notes, but sepa-
rately from them, on a part of the
record that remains constant while
the progress notes "progress." A
suitable location is the chart cover.

Integrating these four lessons is the
"cumulative patient profile" (cpp).1

Cumulative Patient Profile
Since its introduction some years

ago, the cpp has revolutionized the
record-keeping of family practition-
ers. The cpp provides easy access to
background clinical information, but
clearly separates the information
from the intermittent, unpredictable,
varied data of the progress note.
The family, social, past, allergic,

and drug history and the preventive
care plans are recorded in the cpp
(Figure 1). It is attached to the inside
front cover of the chart, facing the
progress notes, which are attached to
the back cover in reverse chronologi-
cal order. When the chart is opened,

the cPP on the left faces the most re-
cent progress note on the right.
The two sides, the cpp and progress

notes, together give what is function-
ally a one-page chart, recording the
brief case history described above
(Figure 1). Here the convenience and
usefulness of the allergic history
block, located always in the same
quadrant of the cpp, is apparent. The
allergic history is not only recorded,
it is recorded always in the same
place; so that, once obtained, it is
readily available for repeated future
reference, particularly as the progress
note of the day is always written on
the page opposite.
The simplicity of this arrangement

is its special attraction. The clinical
encounters typical of family practice
are brief, and their brevity dictates
brevity in the handling of the records.
The user is always in haste, so the ex-
traction and recording of data must
not take more than a minute or two.

Teaching with the cpp
The defining characteristics of gen-

eral practice are claimed to be conti-
nuity, comprehensiveness, and pre-
ventive care.2-4 These are ideals

rather than realities, but there is
probably some justice in the claim.

Continuity is the provision of suit-
able follow up for a given medical
problem. Comprehensiveness is the
concurrent provision of care for all
other clinically significant problems.
Preventive care is the provision of
carefully selected preventive or
screening medical manoeuvres that
are judged to pass the test of cost-
benefit analysis for the patient in
question.

It is true that each of these three
admirable qualities can be found in
clinical disciplines other than general
practice. But it is family practice that
probably best promotes their devel-
opment, through repeated encoun-
ters between physician and patient.

Innumerable repetitions of the epi-
sodic visit that characterizes family
practice give rise to care that is con-
tinuous and comprehensive, as pre-
senting complaints gradually become
linked to earlier diagnoses. The
broad caring relationship produces a
concern for preventive health issues.
These processes of growth can be

fostered and also taught by the right
attitudes and skills in the physician,

Figure 1
Cumulative Patient Profile
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and by one skill in particular, the abili-
ty of the physician to record the ele-
ments of continuous, comprehensive,
and preventive care. In other words,
the family practice chart should not be
designed like a hospital chart, as an
exhaustive record of some major ill-
ness lasting, on average, less than 10
days. Instead, the chart should be a
time-unlimited record that displays
the aspects of continuity, comprehen-
siveness, and preventive care that
grow out of repeated doctor-patient
encounters over a long period.
One way to do this is through the

integration of the cpp and the pro-
gress notes (Figure 1). A re-examina-
tion of the patient's chart shows not
only why he should not have a peni-
cillin prescription, but also:
* that his feverish cough may be a
complication of his COPD (raising the
issue of continuity of care);
* that his hypertension was not well
controlled at last visit and so needs
review (raising the issue of compre-
hensiveness of care); and
* that a plan for annual cancer
screening was made in 1983 but is
now behind schedule (raising the is-
sue of preventive care).

Conclusion
Family practice records have to be

simple in design, so as to permit both
rapid retrieval and rapid entry of
data. They must also carry out sever-
al simultaneous functions expressing
the continuity of, comprehensiveness
of, and preventive care that are said
to be defining characteristics of good
general practice. A simple method of
satisfying these complex require-
ments has been described, and is
based upon the integration of the cpp
with the traditional progress note.1 U
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Syrup THArS EASY
orciprenaline sulphate TO SWALLOW

PRESCRIBING INFORMATION
Indications
Alupent has been found useful in the
following conditions: Bronchial asthma,
Chronic bronchitis, pulmonary emphysema
Alupent is also useful in sarcoidosis, silicosis,
carcinoma of the lung and tuberculosis when
bronchospasm contributes to the disability.
When used regularly, Alupent offers effective
management of chronic bronchospasm with
reduction in frequency and severity of acute
attacks.
Donai
As with all drugs, the ideal dosage of Alupent
varies from patient to patient. The following
recommended dosages represent general
guidelines which will be found suitable for the
majority of patients.
Tablets 20 mg
Ages 4-1 2, 10 mg (1/2 tablet) t i.d.
above 12, 20 mg (1 tablet) ti.d. - q.i.d.
Syrup 10 mg/5 ml
Ages 4-12, 10 mg (one teaspoonful) ti.d.
above 12, 20 mg (two teaspoonsful) ti.d. -
ci.d.
Metered Aerosol
One to two inhalations will usually provide
control of an acute attack of bronchospasm
for periods of 5 hours or longer. As a general
rule, patients should not exceed a total of 12
inhalations per day.
Solution 5%
Hand nebulizer. 5 to 15 inhalations of 5%
solution by hand nebulizer DeVilbiss No. 40
or 42 administered up to three times daily.
Intermittent positive pressure breathing: 1/2-
1 ml of 5% solution diluted if desired and
administered over a period of about 20
minutes.
Side Effects
In the recommended dosage, adverse
reactions to Alupent are infrequent Mild
tachycardia, nausea, vomiting, palpitations,
minimal hypertension, nervousness, bad
taste and tremor have been reported.
Precautions
In acute tests, Alupent has shown minimal
effect on blood pressure and pulse. The drug
should be used with care, however, in
asthmatic or emphysematous patients who
also have systemic hypertension, coronary
artery disease, acute and recurring
congestive heart failure, diabetes mellitus,
glaucoma or hyperthyroidism. Extreme care
must also be exercised in the concomitant
use of Alupent with epinephrine or MAO
inhibitors
Waamings
Alupent should not be administered to
pregnant women or to women of childbearing
potential unless, in the opinion of the
physician, the expected benefits outweigh
the possible risk to the foetus. Occasional
patients have been reported to have
developed severe paradoxical airways
resistance with repeated excessive use of
sympathomimetic inhalation preparations.
The cause of this refractory state is unknown.
It is advisable that in such instances the use
of the preparation be discontinued
immediately and altemative therapy
instituted, since in the reported cases the
patients did not respond to other forms of
therapy until the drug was withdrawn.
Fatalities have been reported following
excessive use of isoproterenol inhalation
preparations and the exact cause is
unknown. Cardiac arrest was noted in several
instances.
Patients should be advised to seek medical
aid in the event that they do not respond to
their usual dose of a sympathomimetic amire
aerosol. The failure to respond may be due to
retention of viscid bronchial secretions,
associated with an allergic or infective
exacerbation of the patient's condition.

Increased airways resistance on the basis of
bronchospasm alone is reversed promptly by
bronchodilators, and if this does not occur, a
more serious condition should be suspected
Admission to hospital for intensive support of
the cardiovascular and respiratory systems
may be necessary.
Contraindlcations
Known sensitivity to the drug or other
sympathomimetic amines, The use of Alupent
and other beta stimulators is generally
considered to be contra-indicated in patients
with cardiac arrhythmias associated with
tachycardia Beta blocking agents, e.g.
propranolol, effectively antagonize the action
of Alupent Their concomitant use, except in
the treatment of accidental over-dosage, is
therefore contraindicated.
Availability
Alupent 20 mg tablets are available as round,
white, single scored compressed tablets,
printed on one side with the Boehrnger
Ingelheim symbol. Supplied in bottles of 100
and 500.
Alupent Syrup is clear, sugar-free and
woodruff flavoured. 5 ml contains 10 mg of
active ingredient Supplied in bottles of 250
ml.
Alupent Metered Aerosol is supplied as a 15
ml metal vial (with free disposable
mouthpiece) containing 300 individual doses.
Each depression of the valve releases 0.75
mg of active ingredient as a micronized
powder.
Alupent Solution 5% is supplied in bottles
containing 10 mL
For further information consult the Alupent
Product Monograph or your Boehnnger
Ingelheim representative.
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